From: Chief Constable 

Sent: 21 April 2021 14:55 

To: nigel cook 

Subject: RE: EXTERNAL - RE: CRIMINAL ATTEMPTS ACT 1981 SECTION 1(1) re JOHN COOK b. 
30/06/1933, 42 Pampas Close, Highwoods, Colchester CO49ST 


Dear Nigel Cook 


Thank you for your email to CC Harrington. 


One of my staff have asked Chief Inspector Jon Evans to review the content of your emails and 
respond to you in due course. 


Regards, 


C Ford 

T/Insp. 2162 

Staff Officer to CC Harrington 

Executive Support. HQ Directorate 

Essex Police | PO Box2 | Sandford Road | Springfield | Chelmsford | Essex | CM2 6DA 





Subject: EXTERNAL - RE: CRIMINAL ATTEMPTS ACT 1981 SECTION 1(1) re JOHN COOK b. 30/06/1933, 
42 Pampas Close, Highwoods, Colchester CO49ST 


| mis-typed Pippa Mills’ email address, it is actually phillippa.mills@essex.police.uk so will re-send 
with the correct email address so she can handle this very urgent complaint if Chief BJ is away. 
Cheers. 


Sent from Mail for Windows 10 


From: nigel cook 
Sent: 18 April 2021 06:58 


To: john cook; Jeremy.cook@wanadoo.fr; Jill Evans; Joanna Seraphin - ASC Social Worker; Nigel 
Cook; Ben-Julian.Harrington@essex.police.uk; Richard Allport 


Cc: pippa.mills@essex.police.uk; Jill Evans; Jeremy.cook@wanadoo.fr 
Subject: RE: CRIMINAL ATTEMPTS ACT 1981 SECTION 1(1) re JOHN COOK b. 30/06/1933, 42 Pampas 


Close, Highwoods, Colchester CO49ST 


ALL - Just a quick update. | have just spent the whole night sorting through approximately 97 voice 
tape recordings, photos, emails and videos of wilful attempted murder of my father by Colchester 
Hospital since August 2000, which caused severe injuries to myself and my mother. 


Action is urgently needed since my mother, dad’s retired Registered General Nurse with 48 years 
NHS hospital ward experience herself, was injured severely as a result of dad’s illegal discharge 
home in an unfit state on 10 September 2020 and is due to have hip surgery at 7am 22 April 2021 
(this coming Thursday morning) at the same hospital that abused dad. 


She feels threatened by the abuse. Dad has just been illegally discharged as a bed blocker using the 
“palliative discharge mechanism”, only permissible for severe dementia or terminal cancer, whereas 
dad just has wax blocked ears and anaemia (the anaemia due to Dr Suresh refusing to take him off 
Apixaban to which he had a strong allergy and which caused anaemia through massive blood loss). 
This palliative discharge route is illegal as it bans dad from receiving any life saving treatment, just 
painkillers. 


| will inform all news outlets once | have prepared the evidence for attempted murder under the 
Criminal Attempts Act 1981 section 1(1) since this so far seems to mum Registered General Nurse 
(retired) and myself (physicist and technical author for Electronics World magazine and other 
publications, and for the past year now full time carer for parents, while programming for retired 
police officer Richard Allport who runs an auction site). 


| will be informing everybody | can in Essex Police about this outrage as well. My client Richard 
Allport, retired police officer, informs me that under fair trading Copyright Act clauses | am able to 
publish the evidence, and he suggested at 6.30 am this morning (18 April 2021) that | hire a barrister 
urgently, namely Basil Hillman of the London legal firm Inn on the Greys to prosecute in the event 
that Essex Police continue to be hoodwinked by lying abusers of dad in the hospital where mum has 
surgery on Thursday! 


Essex Police Colchester officer Rub Huddleston has failed to investigate this since it was reported to 
him last year, allowing Colchester Hospital to continue to abuse patients in its efforts to meet 
Government targets for discharge and bed blocking elimination “performance”, irrespective of killing 
patients. This is a repeat of the Dr Harold Shipman scandal from twenty years ago, where another 
police force failed to prevent numerous deaths by refusing to investigate evidence of attempted 
murder. 


Please help me and my family by reviewing all of the evidence | have collected. | am prepared to pay 
personally £10,000 to Essex Police immediately to help finance a major investigation to save lives. 


Regards, 
Nigel Cook 


Son of John cook 


Sent from Mail for Windows 10 


From: john cook 
Sent: 17 April 2021 11:37 


To: Jeremy.cook@wanadoo.fr; Jill Evans; Joanna Seraphin - ASC Social Worker; Nigel Cook 
Subject: Fw: CRIMINAL ATTEMPTS ACT 1981 SECTION 1(1) re JOHN COOK b. 30/06/1933, 42 Pampas 


Close, Highwoods, Colchester CO49ST 


From: john cook <johnbryancook@hotmail.com> 
Sent: 17 April 2021 11:37 


To: Aaron Pottle <apottle@fjg.co.uk> 
Subject: Fw: CRIMINAL ATTEMPTS ACT 1981 SECTION 1(1) re JOHN COOK b. 30/06/1933, 42 Pampas 


Close, Highwoods, Colchester CO49ST 


CC. of emails (bwlow) sent to both Essex Police Chief Constable BJ Harrington and 
Colchester's pen pushing bureaucrat Chief Inspector Rub Huddleston. We do need a 
barrister in criminal law very urgently for public relations (press and TV releases) then High 
Court action. May need a very rare (costly) private Criminal Prosecution if police are time- 
wasters. 


when both parents will be in care. 


Fortunately mum is going to a ward, Great Tey, the other end of the hospital to D'Arcy so 
hopefully won't be interferred with by culprits, but I'd prefer them suspended/banned from 


From: john cook <johnbryancook@hotmail.com> 
Sent: 17 April 2021 10:32 


To: Ben-Julian.Harrington@essex.police.uk <Ben-Julian.Harrington@essex.police.uk> 
Subject: Fw: CRIMINAL ATTEMPTS ACT 1981 SECTION 1(1) re JOHN COOK b. 30/06/1933, 42 Pampas 


Close, Highwoods, Colchester CO49ST 


Just keeping you informed subsequent to my letter to the Chief Constable of Essex Police 
which went unanswered last year concerning attempted murder: 


From: john cook <johnbryancook@hotmail.com> 
Sent: 17 April 2021 10:26 


To: rob.huddleston@essex.police.uk <rob.huddleston@essex.police.uk> 
Subject: CRIMINAL ATTEMPTS ACT 1981 SECTION 1(1) re JOHN COOK b. 30/06/1933, 42 Pampas 


Close, Highwoods, Colchester CO49ST 


Dear Chief Rob Huddleston, 


Just keeping you informed that we have no reply regarding attempted murder under the 
Criminal Attempts Act 1981 section 1(1) so will be writing with full video and audio taped 
evidence. 


Kind regards 


From: john cook <johnbryancook@hotmail.com> 
Sent: 13 April 2021 15:48 


To: 73469 @essex. police.uk <73469@essex.police.uk> 
Subject: Fw: FORCED TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY 


Recordings 34 attached is where dad and myself are abused by Mark Smith and later Dr 
Rasool standing blocking my way again, spoiling my booked visit to my dad just as Mark 
Smith did on Easter Sunday, just for calling Joanna's voicemail as she requested (near end of 
recording 32, also attached) to get dad to prove that dad could make a decision to live or 
die. This was stressful enough without the abuse of Mark Smith shouting at me that he 
doesn't want his voice to be recorded on Joanna's Essex council social services voicemail, 
when he had no need to enter room during my visit to start objecting. If this isn't a public 
order offence, please let me know. 


Please also let me know what actions if any have been done against ECL regarding dad's 
complaint about their coercion of me into bringing a bed downstairs by myself for dad to 
sleep in (as proved even in the ECL log book by the person responsible for this abuse of me), 
on 10 September 2020 when dad was discharged before a stairlift could be installed and 
when his blood sodium was at the NICE threshold for collapse and without enough 
physiotherapy to climb the stairs. | had curvature of the spine in a 2008 x-ray and my back 
still hurts badly, the GP won't do anything. This kind of coercive blackmail of me by ECL, 
which when | complained led to lies about me installing dangerous bathlifts and stairlifts 
when they were installed by reputable companies not me, is surely also a police matter? 


Thank you for your help. | know you have lots to do. 


Kind regards, 
nigel cook on on behalf of dad, John Cook 


From: john cook <johnbryancook@hotmail.com> 

Sent: 09 April 2021 05:32 

To: England, Alyce <Alyce.England@esneft.nhs.uk>; Rasool, Iftikhar 
<llftikhar.Rasool@esneft.nhs.uk>; PALS <PALS@esneft.nhs.uk>; nigelcook@quantumfieldtheory.org 
<nigelcook@quantumfieldtheory.org>; express.expressletters@reachplc.com 
<express.expressletters@reachplc.com>; Joanna Seraphin - ASC Social Worker 
<Joanna.Seraphin@essex.gov.uk>; SURGERY, Highwoods (HIGHWOODS SURGERY) 


<highwoodssurgery@nhs.net> 


Subject: Re: FORCED TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY 
WARD, GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL TOMORROW 


From: john cook <johnbryancook@hotmail.com> 
Sent: 09 April 2021 05:17 


To: Maheshwar, Arcot <Arcot.Maheshwar@esneft.nhs.uk>; England, Alyce 

<Alyce.England @esneft.nhs.uk>; Rasool, Iftikhar <llftikhar.Rasool@esneft.nhs.uk>; PALS 
<PALS@esneft.nhs.uk>; nigelcook@quantumfieldtheory.org <nigelcook@quantumfieldtheory.org>; 
express.expressletters@reachplc.com <express.expressletters@reachplc.com>; Joanna Seraphin - 


ASC Social Worker <Joanna.Seraphin@essex.gov.uk> 
Subject: Re: FORCED TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY 


WARD, GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL TOMORROW 


Dear Everybody in Field Boxes Above, 


We have received no answers to any of my specific information requesting emails 
whatsoever for over a week (the last email reply we received was on Thursday of last week, 
from Dr Rasool and Sister Alyce England). 


John Cook had childhood TB (tuberculosis) in 1945 which affected his lungs and makes him 
vulnerable to severe flu requiring amoxicillin or other treatment if the inhaled air 
temperature (regardless of blankets over him) is below 23C. His hands become cold as a first 
symptom. | had to place my own woolen hat and coat over him when he had a relapse on 
Easter Saturday, requiring oxygen, this can be followed by malarial relapse of serious flu (at 
home he always has the house at 25C, wears a jumper, bodywarmer, and a woollen hat - 
only removing the woolen hat if he starts sweating). He is not "frail" in the old-age sense of 
likely to imminently die in Dr Rasool's sense, if well loved and cared for, for HE HAS HAD 
THIS PROBLEM SINCE AGED 12, due to lung damage then by TB infection. After the 
pneumonia and sepsis of three weeks ago, we feel that any deviation from this is a 
deliberate act of harm against John, since it threatens his life. 


In Woodlands View nursing home, Turner Road, Colchester, this is easily arranged, as it was 
successfully when he stayed there for a week in March 2020 (a year ago). He feels safer 
there also because his family can visit him as it is right beside his home, under 1 mile away 
(walking through Highwoods Country Park from his home, 42 Pampas Close, Highwoods, 
Colchester, CO4 9ST). 


He is now being forceably, against his fully-informed choice of expressed wishes, which we 
have recorded. After being given full information on how the family have underwritten the 
costs (£55,000) for him to stay in Woodlands View Nursing Home, Turner Road, Colchester, 
for one year's recover, and after being fully informed by being read all Google views of both 
Oaks Care Home and Woodlands View, when freely asked where he would prefer to go, he 
replied decisively "Woodlands View". 


| was pressurised and coerced myself (taping the conversation) by the Director of Nursing 
and Sister Alyce England (two people against one) in the waiting room into accepting their 
poor decision to go to Oaks Nursing Home instead. | feel personally, as does John Cook and 
my mother, retired qualified nurse (RGN with postgraduate qualifications), and particularly 
with a lifetime of experience in coping with John Cook's medical problems, that the 
conversation was unsatisfactory and that we needed yet again to contact the police. They 
kindly listened to the tape recording of John Cook stating he, after being fully informed by 
myself of all the vital information, prefers to go to Woodlands View to survive and prosper, 
where he can better control his room temperature to avoid early death from a respiratory 
infection or other illness. 


The police accepted the voice recording of John Cook expressing his informed wish to go to 
Woodlands View nursing home, not the Oaks Care Home. They instructed me to take John 
Cook's complains to the Quality and Care Commission immediately. 


| have also this evening phoned Joanna Seraphin, whom | personally trust, and who helped 
us last year when we had issues over getting reliable physiotherapy for John Cook (it was a 
very similar situation to this one) for her opinion of the Oaks Care Home in Lexden (which is 
currently not accepting any visits whatsoever, according to its website) and she points out 
that it is approved by Essex Council and that she has visited it and personally feels it may be 
OK for John. However, John himself, now fully informed with the information required to 
make an informed decision, has chosen Woodlands View. | agree with John. 


Kind regards, 

Ann Cook RGN (retired), wife and next of kin of John Cook, Serving Brother of the Order of 
St John (St John's Ambulance Association) 

and Nigel Cook (son) 


From: john cook <johnbryancook@hotmail.com> 

Sent: 07 April 2021 03:43 

To: Maheshwar, Arcot <Arcot.Maheshwar@esneft.nhs.uk>; England, Alyce 

<Alyce.England @esneft.nhs.uk>; Rasool, Iftikhar <llftikhar.Rasool@esneft.nhs.uk>; PALS 
<PALS@esneft.nhs.uk>; nigelcook@quantumfieldtheory.org <nigelcook@quantumfieldtheory.org>; 


express.expressletters@reachplc.com <express.expressletters@reachplc.com> 
Subject: Re: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY WARD, 


GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE LONDON CLINIC 


Here is the first report my son wrote for me (I can't walk, have two replacement hips that 
are dislocated). This is detailing abuse on D'Arcy Ward by Sister England and | copy and 
paste from Microsoft Word: 


1.30-2.30pm Friday 26 March 2021 visit to John Cook, D’Arcy Ward, Colchester Hospital 
1. 


When I arrived, a nurse took me aside and abusively started to tell me John Cook needs to go 
to a hospice because he is not eating or drinking and has in declining health this way for a 


long time. She eventually said that I was welcome to try to get him to eat and drink. She 
declined to state whether he has had iron injections for low haemoglobin, and she declined to 
say whether he was still on antibiotics or not. No useful information, she treated me like an 
idiot which is in my opinion abusive behaviour, seeing the condition of dad. But I politely 
thanked her to avoid problems. 


2 


I changed his over-ear hearing aid batteries (his right ear one was finished) and explained to 
him that the doctor called this morning and spoke to mum about his refusal to eat and drink. I 
asked him to try to drink and he took a sip and then had a coughing fit as the water hit the dry 
epiglottis at the back of his mouth and moisturised it. After a relatively long delay of about 20 
seconds (no sooner!) later he was able to finish the plastic child’s cup of water in sips, being 
reminded constantly by me (speaking near his ear so he could actually hear me — which is 
impossible w2ithout shouting even 1 foot away due to hardened wax in ears which Dr 
Mashewar has not microsuctioned since July 2020!). He then had a 200ml strawberry 
protein/energy milkshake in the same way, but drinking in small sips from the bottle. Finally, 
I refilled the water cup and he drank that as well. Total fluid intake approx .5 litre. 
Conclusion: dad’s “difficulty swallowing” is ONLY FOR THE FIRST SIP, and if you have 
the time to persevere you can get him to drink plenty of water and nutrition! 


3: 


A nurse came to take dad’s blood pressure and pulse during the visit: 129/70 pressure (fine 
for him) but high pulse of 89. I politely asked whether he was on digoxin to slow his high 
pulse, but the nurse declined to give any answer. 


We need to competently get basic questions clearly answered in “yes” or “no” way, but vague 
patronising incompetence 


From: Maheshwar, Arcot <Arcot.Maheshwar@esneft.nhs.uk> 

Sent: 06 April 2021 21:03 

To: johnbryancook@hotmail.com <johnbryancook@hotmail.com>; England, Alyce 
<Alyce.England@esneft.nhs.uk>; Rasool, Iftikhar <llftikhar.Rasool@esneft.nhs.uk>; PALS 


<PALS@esneft.nhs.uk>; nigelcook@quantumfieldtheory.org <nigelcook@quantumfieldtheory.org> 
Subject: FW: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY WARD, 


GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE LONDON CLINIC 


Dear Mr Cook 


As we discussed over the phone this evening, Mr John Cook has been my NHS “choose and Book” 
patient at Oaks hospital since October 2017 for microsuction of wax in his ears 


As he is currently admitted at Colchester General Hospital, he was unable to come to my clinic last 
week at Oaks hospital for his regular microsuction 


My registrar, Ms Munira Ally, visited Mr Cook at Darcy ward yesterday (Bank holiday Monday) with a 
view to perform microsuction. 


As our microsuction equipment is on Mersea ward, Mr Cook would have needed to be transported 
from Darcy ward to Mersea ward. 


| believe Ms Ally was informed that Mr Cook was too unwell for this and hence she couldn't perform 
microsuction 


As | also mentioned, Mr Cook’s treatment will be under the present team of specialists. 


The ENT team will perform microsuction when it is feasible to do so. 


Kind regards, 

Mahesh 

Mr A Maheshwar 

Consultant ENT and Head & Neck Surgeon 


Sec: 01206 487126 


From: john cook <johnbryancook@hotmail.com> 

Sent: 06 April 2021 16:03 

To: Rasool, Iftikhar <ilftikhar.Rasool@esneft.nhs.uk>; England, Alyce 

<Alyce.England @esneft.nhs.uk>; maheshwar_arcot@hotmail.com 
<maheshwar_arcot@hotmail.com>; Nigel Cook <nigelcook@quantumfieldtheory.org>; PALS 
<PALS@esneft.nhs.uk> 

Subject: Re: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY WARD, 
GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE LONDON CLINIC 


From: john cook <johnbryancook@hotmail.com> 
Sent: 06 April 2021 16:02 
To: Rasool, Iftikhar <llftikhar.Rasool@esneft.nhs.uk>; England, Alyce 


<Alyce.England @esneft.nhs.uk> 
Subject: Re: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY WARD, 


GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE LONDON CLINIC 


Because the malarial relapse parasites P. ovale can reside in the liver and cause serious 
disease in low blood concentrations, it is not always easy to detect them, which is why myself 
as well as John Cook himself and John Cook’s Highwoods Surgery GP Dr Ashok Kumar 
(who has experience first hand from his regular work in India, where I believe he is today) 
have never managed to detect recurrent malaria in a blood test on John, although Dr Kumar’s 
prescription anti-malarial proved effective. See some of the problems here: 


“The challenge of diagnosing Plasmodium ovale malaria in travellers: report of six clustered 
cases in french soldiers returning from West Africa” 


by 


Franck de Laval, Manuela Oliver, Christophe Rapp, Vincent Pommier de Santi, Alexandre 
Mendibil, Xavier Deparis & Fabrice Simon 
Malaria Journal volume 9, Article number: 358 (2010) 


- https://malariajournal.biomedcentral.com/articles/10.1186/1475-2875-9-358 


states: 


“... Unfortunately, all available rapid antigenic tests currently lack sensitivity to P. ovale... 


““..When the diagnosis of imported P. ovale malaria is suspected, routine microscopic 
searches with thick and thin blood smears should be repeated, up to three times and in 
an expert laboratory, if possible [9]. Considering the high sensitivity and specificity of 
molecular detection of P. ovale using PCR [Polymerase Chain Reaction to multiply 
small samples of Malarial parasite DNA, invented by Kary Mullis in the 80s and used 
for the most reliable covid tests], this tool marks real progress in confirming the 
diagnosis, although it is still not routinely available [5, 7, 16]. It can be used as a second- 
line diagnosis tool to identify infra-microscopic parasitaemia, especially for unexplained 
relapsing fever in travellers. 


“The treatment for proven attacks is based on chloroquine (25 mg/kg for three days). The 
treatment against dormant stages in the liver consists of a radical cure with primaquine (0.5 


mg/kg/d for 14 days) in patients without G6PD deficiency [17, 18]. Failures of primaquine 
are unusual, mostly due to poor observance or inadequate dosage [19]. 


“To date, diagnosing P. ovale infection in travellers returning from endemic areas is still 
a challenge for physicians and requires repeat microscopic searches to detect low 
parasitaemia. As PCR is not a routine tool, there is a real need to improve the sensitivity 
of rapid diagnostic tests for this plasmodial species.” 


ALSO: 
PLEASE note that even PCR tests can be fooled! See for example: 


"Molecular tests (tests that look for DNA material from P. ovale in blood) must take into 
account the fact that there are two subspecies of ovale and tests designed for one subspecies 
may not necessarily detect the other.[13]" 


- https://en.wikipedia.org/wiki/Plasmodium_ ovale 


"Relapse occurs in P. vivax and P. ovale infections through the activation of hypnozoites in 
the human liver." — Manas Kotepui, "Prevalence of malarial recurrence and hematological 
alteration following the initial drug regimen: a retrospective study in Western Thailand", 
BMC Public Health volume 19, Article number: 1294 (2019), 


https://omcpublichealth.biomedcentral.com/articles/10.1186/s12889-019-7624- 
1#:~:text=The%20recurrence%20in%20patients%20with, hypnozoites%20in%20the%20hum 
an™%20liver. 


Relapse malaria is not so easy to detect as 1st exposure malaria. 


Please note this: neither nigel, not Dr Kumar, not myself have EVER ASKED FOR A 
BLOOD TEST FOR MALARIA. Instead, please just save us all a headache, look up 
"malaria" in John's GP notes by Dr Kumar, and try what he tried (which worked last time)? 
No? 


Ann, RGN, malaria expert. 


From: john cook <johnbryancook@hotmail.com> 

Sent: 05 April 2021 06:05 

To: Rasool, Iftikhar <Ilftikhar.Rasool@esneft.nhs.uk> 

Subject: Fw: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY WARD, 
GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE LONDON CLINIC 


From: john cook <johnbryancook@hotmail.com> 

Sent: 04 April 2021 21:04 

To: M.Office@thelondonclinic.co.uk <M.Office@thelondonclinic.co.uk> 

Subject: Re: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY WARD, 
GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE LONDON CLINIC 


Dear Emma, 


Many thanks. John's private consultant Mr Maheshwar FRCS will hopefully do this Tuesday 
he has already given John a message to "Hang on in there". Really all we are asking is a 
prescription for immediately starting on a good general anti-malarial eg Mefloquine 
(Lariam). Blood tests and fine-tuning by switching anti-malaria can be done if the response is 
unfavourable within 48 hours. John apart from that just needs good, intense general nursing 
for a fever. 


Cheers, 


Ann 


From: E.Mitchell@thelondonclinic.co.uk <E.Mitchell@thelondonclinic.co.uk> on behalf of 


M.Office@thelondonclinic.co.uk <M.Office@thelondonclinic.co.uk> 
Sent: 04 April 2021 17:38 
To: johnbryancook@hotmail.com <johnbryancook@hotmail.com>; M.Office@thelondonclinic.co.uk 


<M.Office@thelondonclinic.co.uk> 
Subject: RE: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY WARD, 


GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE LONDON CLINIC 


Dear Mrs Cook, 


| explained to your son this afternoon that | would need a Medical report + COVID-19 result 
in last 72hrs from the Consultant caring for him in the NHS. In his absence we would except 
a report from the Registrar. 

Once we have the medical report we would need to review to see if this is a suitable transfer. 
| would also need to find an infectious diseases doctor who is willing to except your husband 
under their care which can be slightly challenging at this time. 

If excepted we will then need to talk to the self-pay team to assess what deposit would need 
to be made. 


Regards 


Emma Mitchell 

Senior Nurse 

Matron's Office 

T: 020 7616 7732 | x3628 

The London Clinic 

TRUSTEES OF THE LONDON CLINIC LIMITED 


Registered company number 307579. Registered charity number: 211136. 
Registered address: 20 Devonshire Place, London, W1G 6BW 


From: john cook [mailto:johnbryancook@hotmail.com] 

Sent: 04 April 2021 16:47 

To: Matron's Office <M.Office@thelondonclinic.co.uk> 

Subject: [EXTERNAL] Re: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 
FROM D'ARCY WARD, GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 
5JL, TO THE LONDON CLINIC 


This is an EXTERNAL email, please exercise caution. 


| wish to stress also that Nigel had a tape recorded discussion with John in hospital 
yesterday in which John was compo mentos (sound mind) and stated he would like to return 
to the London Clinic for better treatment. We have recorded the fact that John was unable 
to reach glasses of water left at his right side (his right shoulder is dislocated) due to the 
position of his bed which has the left side (with his good arm) beside the only sink and the 
only bin in the filled 6-bed room D of D'Arcy Ward, Colchester Hospital, Turner Road. John is 
appalled by the treatment and wishes transfer to the London Clinic immediately please. He 
was suffering malarial chills yesterday yet had only one think blanket on his bed, and he felt 
freezing. The ward manager at 4pm today refused even a blood test for malaria. The email 
from the ward sister shows they won't even x-ray him. They have thus forfeitted their legal 
rights of care to claim he would be better there than in The London Clinic. A police 
complaint will be made if transfer is refused by Colchester Hospital in these circumstances. 


Ann 


From: john cook <johnbryancook@hotmail.com> 
Sent: 04 April 2021 16:04 


To: M.office@thelondonclinic.co.uk <M.office@thelondonclinic.co.uk> 


Subject: Re: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY 
WARD, GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE 
LONDON CLINIC 


Emma Mitchell: John's recent heart condition report is by: 


Mr Zafar Maan FRCS, 
Consultant Urological Surgeon, 
Department of Urology 
Colchester General Hospital, 


c/o Joanne.povoas@colchesterhospital.nhs.uk 


Maan’s letter dated 27/03/2019: 


“T had a chat with Dr Harkness, your (JOHN COOK'S) Cardiologist today. ... Speaking to 
your Cardiologist we looked at your overall fitness. We think you may be suitable for 
percutaneous treatment and very likely would be fit enough for a general anaesthetic. ... 
when you ... use stairs you are able to get to the top without huge shortage of breath. Your 
ejection faction is greater than 50%, you have cardiac stent and are on Apixaban but the 
Apixaban could be stopped given that your stent were placed a long time ago [only one bare 
metal stent was inserted, 2006 by Dr Tang] You are not suffering with angina...This does 
open up the treatment options for you”... 


Thank you. 


From: john cook <johnbryancook@hotmail.com> 

Sent: 04 April 2021 16:00 

To: M.office@thelondonclinic.co.uk <M.office@thelondonclinic.co.uk> 

Subject: RE: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM D'ARCY 
WARD, GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER ROAD, CO4 5JL, TO THE 
LONDON CLINIC 


Ann Cook, RGN (retired), 
42 Pampas Close, 
Highwoods, 
Colchester, 
Essex, 
CO4 OST Tel 01206 842435 
Emma Mitchell, 
The London Clinic, 
m.office@thelondonclinic.co.uk 
London Clinic's phone is 0203-6133-885. 


RE: TRANSFER OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 FROM 
D'ARCY WARD, GAINSBOROUGH WING, COLCHESTER HOSPITAL, TURNER 
ROAD, CO4 5JL, TO THE LONDON CLINIC 


Thanks for your help to our son on the phone at this difficult time. I attach (Below) the latest 
report on my husband John Cook's medical condition. You can email the people on that ward 
or call that extension for the senior nurse (in their confidential email appended below) for 
more details. 


Briefly, I was an SRN (RGN) Staff Nurse working at The London Clinic when I first met this 
patient, John Cook, who I married a year later. He was suffering from malaria then as now, 
which is a recurrent malarial anaemia that escapes from liver to blood stream when his 
immune system is weak following a serious infection. He was admitted with pneumonia and 
sepsis (from the infection leaking into the blood from lungs) but responded to IV antibiotics 
and was recovering (see below) until yesterday morning when his oxygen saturation fell from 
98% to 70% without oxygen, but it has now been restored with 6 litres/minute oxygen mask. 
This is the action of malarial anaemia, with the red cells being attacked by malaria. 
Previously in 2004 this occurred after flu (malaria) and was treated by an anti-malarial. 
Colchester Hospital D'Arcy Ward manager Mark Smith has today stated that they will not 
administer an anti-malarial like Larmine / Mefloquine because he is "frail" so I request 
private admission to The London Clinic. We have substantial savings (£20,000 available as 
immediate deposit). His usual private hospital, The Oaks, Colchester (Consultant Mr 
Maheshwar, FRCS) is not accepting emergency admissions during the covid pandemic. John 
has Pfizer vaccume (1st dose) in January and is covid free. We stress the urgent nature and 
wish for admission today please because he needs proper treatment immediately. 


His heart condition is 


Yours sincerely, 
Ann Cook (wife and next of kin) 
Nigel Cook (son) 


From: England, Alyce <Alyce.England@esneft.nhs.uk> 

Sent: 01 April 2021 17:16 

To: 'johnbryancook@hotmail.com' <johnbryancook@hotmail.com> 

Cc: PALS <PALS@esneft.nhs.uk>; Rasool, Iftikhar <Ilftikhar.Rasool@esneft.nhs.uk> 
Subject: RE: D'ARCY WARD, COLCHESTER HOSPITAL, DISCHARGE OF JOHN COOK b. 
30/06/1933, NHS No. 4129440845 


Dear Ann 


Thank you for your enquiry we hope this email response finds you well. | have liaised with Dr Rasool 
(John’s consultant) and we have discussed the responses to your questions detailed in your email. 


1). John has had a chest examination today consisting of chest auscultation, there was no wheezing, 
no signs of fluid overload, reasonable air entry and saturations where 98% on room air and 
respiratory rate is 20 breaths per minute. Dr Rasool doesn’t feel a repeat chest x-ray is indicated at 
this time based on clinical parameters. Repeat Chest X-Rays would be carried out if there were signs 
of clinical deterioration in breathing function despite treatment. 


2). As discussed on the telephone we are unable to facilitate for ear suction as an Inpatient during an 
acute hospital stay, however if you are able to arrange for someone to be willing to carry this 
procedure out we are happy to accommodate for this to take place whilst John is on the ward. 


3). After our discussion regarding the catheter | was advised that Johns catheter had come out (the 
balloon had deflated and fallen out). We have monitored Johns urinary passing and he is passing 
urine freely with no retention therefore a catheter has not been reinserted at this time. 


4). Unfortunately whilst patients are in hospital it is not accessible for patients to receive a COVID 
vaccine as patients are required to be well physically and functionally, however Johns second COVID 
vaccine can be facilitated in the community by either district nurses who will visit patient homes if 
they are housebound or staff within the nursing home should this be his discharge destination. 


We would also like to advise that John has been assessed by the physiotherapy team today and was 
able to sit on the edge of the bed well with assistance of one person and was able to stand on two 
occasions using a rotunda and assistance of 2 for around 3 seconds each time. They have 
recommended that we continue to support John to sit out in the chair as tolerated using the rotunda 
to transfer him from bed to chair. If he is unable to tolerate this we can consider the use of a full 
body hoist if he is not too fatigued to do so safely. 


John has also been reviewed by the palliative consultant today who has also advised that John does 
appear to be very frail and may not improve following this admission as discussed yesterday with 
you, John will continue to be reviewed by the palliative team as required for symptom control if 
these arise. 


| hope this email has answered your enquiries and offers some reassurance with regards to Johns 
on-going care whilst he is on Darcy ward. Please feel free to contact myself or Dr Rasool should you 
have any further enquiries or questions you would like answering. 


Kind Regards & thanks 


Alyce England 
Ward Sister 
Darcy Ward 
Ext 5389 


From: john cook <johnbryancook@hotmail.com> 
Sent: 01 April 2021 07:15 


To: Communications <Communications@esneft.nhs.uk> 
Subject: D'ARCY WARD, COLCHESTER HOSPITAL, DISCHARGE OF JOHN COOK b. 30/06/1933, 
NHS No. 4129440845 


Ann Cook, RGN (retired), 
42 Pampas Close, 
Highwoods, 
Colchester, 


Essex, 

CO4 9ST 

Sister Elise and Dr Ahamed, 

D’Arcy Ward, 

Gainsborough Wing, 

Colchester Hospital, 

Turner Road, 

CO4 SJL, email communications@esneft.nhs.uk 
Thursday | April 2021 

Dear Sister Elise and Dr Ahamed, 


RE: DISCHARGE OF JOHN COOK b. 30/06/1933, NHS No. 4129440845 
Thanks for the call yesterday afternoon. To speed my decision up, please clarify: 


(1) John is in discomfort and always needs to clear his chest of clear mucus after respiratory 
infections, before he is able to either eat or stand up because the mucus reduces his air access 
to lung surface area, which makes his pulse fast and causes him dizziness. I asked on the 
phone if John had a chest X-ray to check for residual fluids two weeks after his 18 March 
pneumonia, which our son has observed being coughed up as a clear mucus discharge in 
choking on his first sip of water? I asked this of you during the phone call, but I did not 
receive any answer (I checked the call again). Please clear John’s lungs, and x-ray them to 
confirm the fluid has been removed. 


(2) My son also asked Dr Ahamed yesterday if he will do us the courtesy to speed up John’s 
discharge from your ward by allowing microsuction of the hardened wax in John’s ears as 
soon as possible, as was attempted on the NHS when he was admitted to Birch Ward on 8 
Dec 2020 — essential to communicate easily with John during any care at home or elsewhere. 
The wax in December was hard and couldn’t be removed, so we were told to use olive oil ear 
spray and sodium bicarbonate ear spray to soften the wax and allow it to be removed by a 
subsequent NHS ENT microsuction. Hearing is vital to John, so because microsuction is only 
done in hospital, we request this be done as soon as possible, to speed up a safe and 
comfortable discharge, please. (We have a phone appointment with John’s ENT consultant 
Mr Maheshwar for 3pm today.) Please facilitate this as soon as possible so John can clearly 


hear us when we explain the situation and ask him for input into the decision, an important 
factor. 


(3) I also asked if John’s bladder cathether could be changed under local anaesthetic prior to 
discharge, as this was fitted on 5 Nov 2020, and has been overdue for change for three 
months now (because Colchester Hospital cancelled the appointment in January). It can’t be 
done at home. Sister Elise agreed to do it in the call prior to discharge. Otherwise, it causes 


unnecessary infections. 


(4) John is now overdue for his 2™4 dose of the Pzifer covid Vaccine which must be given in 
hospital and cannot be given at home due to low temperature vaccine storage. 


Kind regards, 
Ann Cook, c/o johnbryancook@hotmail.com 


This e-mail and any files transmitted with it are confidential. If you are not the intended 
recipient, any reading, printing, storage, disclosure, copying or any other action taken in 
respect of this e-mail is prohibited and may be unlawful. If you are not the intended recipient, 
please notify the sender immediately by using the reply function and then permanently delete 
what you have received. Content of emails received by this Trust will be subject to disclosure 
under the Freedom of Information Act 2000, subject to the specified exemptions, including 
the The General Data Protection Regulation (EU) 2016/679 and Caldicott Guardian 
principles. East Suffolk and North Essex NHS Foundation Trust, Turner Road, Essex, CO4 
5JL 


Dear Alyce England and Dr Rasool, 


May | please clarify, particularly with the kind Dr Rasool, John's current medication and current 
blood sodium and haemoglobin levels, since some of the current prescription has provably (see 
below) caused all of his hospitalised collapses and dizziness via sodium, potassium and iron 
issues caused by medications, and we have been into this three times over the past year. John's 
low blood haemoglobin and low blood sodium cause dizziness that is artificial and is mistaken 
for fraility, which affects physiotherapists ability assess his ability to stand up without dizziness: 


Summary of consultant’s reports on privately diagnosed collapse causes and balance 
problems based on NHS-provided basic laboratory data for 


JOHN COOK b. 30/06/1933, NHS No. 4129440845 





Covering: August 2020-April 2021: summary by Ann Cook, retired RGN, 2 April 2021 


John’s most recent emergency admission prior to this one was for similar reasons that John is 
now lying in a bed and not walking competently, and it was confined to the EAU at 
Colchester Hospital and lasted just 2 days, 15 Dec — 17 Dec 2020. 


The 6-pages long Colchester Hospital EAU Transfer of Care (Discharge Summary) states on 
page 3 that John’s sodium level was 127 on 15 Dec 2020 at 9pm, very close to the 125 
mEq/litre N.I.C.E. criterion for collapse and emergency NHS re-admission. 


This is also almost exactly the same as the figure of 128 when he was discharged from 
Tiptree Ward by Dr Nadeem Aftab (Geriatric medicine) on 10 September 2020 with his 
Transfer of Care (Discharge Summary) report dated that day stating his sodium on discharge 
had only been increased from 114 mEq/litre on admission to 128 mEq/litre on discharge, still 


very close to the 125 mEq/litre N.I.C.E. criterion for collapse and emergency NHS re- 
admission. 


This proves that my calculation (appended in full below) that John personally needs 1 gram 
of salt per litre of water to stabilise his sodium has worked since 10 September: the sodium 
level only changed from 128 on 10 September 2020 to 127 on 15 Dec 2020. However, he 
needs a slight increase beyond that 1 gram NaCl/litre to bring his sodium up from 127 or 128 
to the normal of about 140 where he would be OK. 


Page 4 of the Colchester Hospital EAU Transfer of Care (Discharge Summary) states that 
John’s red cell haemoglobin at 9pm on 15 December 2020 was 94 g/L. The normal range is 
130-180 in males, so John was extremely anaemic in addition to having a 128 sodium level, 
near the NICE collapse criterion of 125. 


Therefore we know for certain that blood loss induced anaemia and hyponatraemia have both 
caused John oxygen insufficiency faints upon standing in the past, as well as some of other 
medication that reduces blood pressure by increasing blood potassium levels. Iron infusion or 
injection or a large vitamin B6 injection to facilitate iron absorption into haemoglobin 
(likewise vitamin D allows calcium absorption) might be tried? Last Friday week my son was 
told by a nurse a doctor has requested a B6 injection for John, but it was cancelled for some 
reason (maybe slow action?). 


The summary of data below includes where stated reports I have privately commissioned 
from specialists and so it may not be accessible in the NHS medical history database on this 
patient, because private medical information including blood pressure measurements and 
privately paid for qualified medical consultant reports by Anne Glynn Clinical Specialist 
Physiotherapist MCSP HPC Registered PH36382 and consultant Mr Maheshwar FRCS (a 
large number of documents which can be supplied in full if necessary) are pertinent to all 
three recent emergency hospitalisation collapses of John Cook within the past year. All were 
caused principally by low sodium and low haemoglobin: 


1. JOHN’S FIRST EMERGENCY NHS “COLLAPSE” ADMISSION: 


21 August 2020 - John’s first passive “collapse” (not causing injury but requiring 
hospitalisation for loss of coordination) was less than one year ago. Hyponatraemia made him 
completely unable to even stand up for one second since he lost his mental ability to control 
his limbs including his arms, but had normal blood pressure (120/65) and pulse (76). He had 
not had a fall or physical injury. The day before he had walked up and down the 12 steps of 
the stairs to bed as usual, without a fall. 


John’s GP, Dr Kumar (Highwoods Surgery), was unavailable and due to pandemic pressures 
on the NHS, John was home bed nursed for 6 days waiting for a phone call from a GP, unable 
to get out of bed or move a limb. GP Dr Suresh visited on 27 August 2020, was unable to 
diagnose the cause or prescribe solutions, so arranged immediate hospital admission for tests. 


28 August 2020: Tiptree Ward diagnosed acute hyponatraemia/low sodium of 114 mEq/litre 
on admission sampling, 27 August 2019, far below the N.I.C.E. criterion of 125 mEq/litre for 


hyponatraemia collapse and admission to hospital (normal or ideal is about 135- 
145mEq/litre). This NICE concentration threshold is irrespective of age. He was discharged 


by Dr Nadeem Aftab (Geriatric medicine) of Tiptree Ward on 10 September 2020 with his 


Transfer of Care (Discharge Summary) report dated that day stating his sodium on discharge 
had only been increased from 114 mEq/litre on admission to 128 mEq/litre on discharge, still 
very close to the 125 mEq/litre N.I.C.E. criterion for collapse and emergency NHS re- 
admission. 


I calculated John’s correct daily sodium intake to prevent further collapses in the future to be 
2g salt per day per 2 litres of daily water intake and excretion (or 1 gram of salt per litre of 
drinking water, palatable contrasted to the 35g in a litre of seawater). This amounts to four 
times his normal 0.5g daily salt sprinkling on meals, and the full calculation of this 2g/daily 
salt intake requirement is appended (it begins with John’s officially measured NHS sodium 
level in mEq/litre and uses that with John’s body weight to derive the necessary intake as | 
gram per litre of salt intake). This exactly compensates for the sodium excretion of sodium 
when 2 litres daily water intake needed to prevent kidney infections and blockage from 
John’s large staghorn kidney stones. We twice-daily monitored & home recorded his blood 
pressure & pulse to ensure no rise due to high sodium. Previously John had only 0.5g daily 
sodium intake from salt in food, so there had been a serious net sodium loss causing an 
expensive NHS bed blocking collapse. 1g salt added per litre of water intake, cheaply and 
safely stopped hyponatraemia, restoring his nervous system. 


2. JOHN’S SECOND EMERGENCY NHS ADMISSION: 28 Nov 2020 11pm 


This NHS hospitalisation from 28 November 2020-8 December 2020 was diagnosed by Ann 
Cook RGN (retired) as medication-induced hyperkalemia (high blood potassium, causing low 
blood pressure since potassium dilates veins) which induced hypotension (low blood pressure 
of 105/60 on a home blood pressure monitor) in conjunction with iron shortage anaemia, 
causing a collapse and fall. 


The anaemia was observed first as chronic loss of over 10ml/day as proved by photos 
emailed to Highwoods Surgery of both urinary tract bleeding and skin bleeding from John’s 
allergy to apixaban which the GP has not switched for an alternative. 


The GP also kept John on several medications causing John’s very low blood pressure, 
nicorandil, ramipril and even John’s kidney antibiotic trimethoprim all increased his blood 
potassium level to dilate veils, thus decreasing blood pressure, causing him to faint with 
105/60 blood pressure. It was still hypotension when paramedics arrived. 


Trimethoprim just by itself caused very high serum potassium levels about 5mmol/L in 50% 
of patients on Trimethoprim, near the 5.5mmol/L hyperkalemia level, as reported in: “Renal 
mechanism of trimethoprim-induced hyperkalemia”, Annals of Internal Medicine, 15 Aug 


1995, v119, issue 4, pages 296-301, available at: https://pubmed.ncbi.nlm.nih.gov/8328738/ 


So that paper shows John’s prophylactic Trimethoprim to prevent kidney infection 
contributed to John’s hyperkalemia and therefore his hypotension, making him fall! There are 
other antibiotics. 


In addition, since discharge on 10 September 2020 John has been losing an average of about 
40ml/day blood loss from both urinary bleeding and skin bleeding from John’s allergy — 
repeated telephone calls and emails we have saved that we sent to the GPs at Highwoods 
Surgery during the pandemic, containing photos of John’s bleeding. Chronic bleeding at a 
rate greater than blood is replenished causes anaemia. Calculation: textbook red blood cells 


have 120 days mean life, and the patient contains 5 litres of blood of which | litre is rec cells 
/RBCs, so the daily RBC loss from normal expiration of RBCs is 1/120 litres/day or about 
8ml/day, which is replaced naturally by the bone marrow supply of new RBCs. aAdditional 
10ml/daily losses in bleeding in urine and more in blood soaked vests you could squeeze 
blood out of and measure in a measuring cup, produces acute anaemia within 4 months. The 
total RBC loss in John is then 10 + 8 = 18ml/day, twice the maximum production. 


The NHS Discharge Summary for John’s 28 Nov — 8 Dec 2020 admission to Birch Ward 
(consultant Dr Ajith Pillai) agreed with my blood pressure monitor and observed bleeding, 
diagnosing postural hypotension (fall when standing due to low blood pressure) and anaemia. 
It also changed John’s medication, stopping the prescriptions for blood potassium boosters 
ramipril and niorandil, and also the beta blocker sotalol which was slowing John’s pulse to 
below 69 which reduced oxygen to the brain causing dizziness. It also helped by introducing 
Furosemide, and sodium bicarbonate ear drops but continued with apixaban to which John 
has a skin bleeding allergy and urinary bleeding. It instead prescribed Dermol and Cetraben 
cream for skin bleeding. Before Apixaban John was on Warfarin which is an alternative that 
caused no skin bleeding, but this was stopped due to the weekly blood tests needed with 
Warfarin. But there are several alternatives that safely reduce platelet clotting and are nearly 
as effective in large trials (John was on 75mg daily aspirin prior to Warfarin). 


3. JOHN’S THIRD EMERGENCY NHS ADMISSION: 15 Dec 2020 9pm 


This is the really vital collapse and fall for understanding the mechanism for John’s dizziness 
and collapses, and the emergency admission was confined to the EAU at Colchester Hospital 
and lasted just 2 days, 15 Dec — 17 Dec 2020. 


The 6-pages long Colchester Hospital EAU Transfer of Care (Discharge Summary) states on 
page 3 that John’s sodium level was 127 on 15 Dec 2020 at 9pm, very close to the 125 
mEq/litre N.I.C.E. criterion for collapse and emergency NHS re-admission. 


This is also almost exactly the same as the figure of 128 when he was discharged from 
Tiptree Ward by Dr Nadeem Aftab (Geriatric medicine) on 10 September 2020 with his 
Transfer of Care (Discharge Summary) report dated that day stating his sodium on discharge 
had only been increased from 114 mEq/litre on admission to 128 mEq/litre on discharge, still 
very close to the 125 mEq/litre N.I.C.E. criterion for collapse and emergency NHS re- 
admission. 


This proves that my calculation (appended in full below) that John personally needs 1 gram 
of salt per litre of water to stabilise his sodium has worked since 10 September: the sodium 
level only changed from 128 on 10 September 2020 to 127 on 15 Dec 2020. However, he 
needs a slight increase beyond that 1 gram NaCl/litre to bring his sodium up from 127 or 128 
to the normal of about 140 where he would be OK. 


Page 4 of the Colchester Hospital EAU Transfer of Care (Discharge Summary) states that 
John’s red cell haemoglobin at 9pm on 15 December 2020 was 94 g/L. The normal range is 
130-180 in males, so John was extremely anaemic in addition to having a 128 sodium level, 
near the NICE collapse criterion of 125. 


Therefore we know for certain that blood loss induced anaemia and hyponatraemia have both 
caused John oxygen insufficiency faints upon standing in the past, as well as some of other 


medication that reduces blood pressure by increasing blood potassium levels. John normally 
insists on taking all his medication with a religious respect for doctors, and refuses to 
appreciate that during the pandemic they do not have the time to read all his lengthy reports. I 
hope that the medical summary below will focus your attention on John’s blood haemoglobin 
and blood sodium as physiotherapists assess his ability to stand up without dizziness. 


ANNEX 


John Cook’s (born 30/06/33, NHS number 4129440845) estimated extra required 


salt intake of 2.2g/day needed to prevent any further acute hyponatraemia 
collapses/falls, calculated from Colchester Hospital's blood sodium report (by Ann 
Cook, SRN (retired), January 2021) 


John B. Cook sodium level (on admission emergency Colchester Hospital on 27 
August 2020): 

114 mEql/litre (very low), causing collapse. 

N.I.C.E. criterion of hyponatraemia admission to hospital (collapse): 

125 mEq/litre. 


Normal or ideal sodium level: 135-145 mEq/litre (NHS website). 


Hyponatremia: low blood sodium concentration (below 135 mEq/litre) 


A normal blood sodium level is between 135 and 145 milliequivalents per liter (mEq/L). 
Hyponatremia occurs when the sodium in blood falls below 135 mEq/L. Kidney stones cause 
the retention of excess fluid in the body, diluting the sodium to low concentration, causing 


dizziness, cramps, irregular heartbeat etc. 


Sodium blood level units conversion factor: 1mEq of sodium-23 (of +2 ionic charge) 
= (atomic mass) / (ionic or ion charge, which is +2 for sodium) = 23/2 = 11.5 mg. 
Therefore, sodium’s conversion factor = 11.5mg per mEq. 


Sodium-23 mass is 39.4% or NaCl or 0.394 as a ratio to salt (NaCl), since the ratio 
of atomic masses of sodium to a molecule of sodium chloride is 23/(23+35.4) = 
0.394. 


=> 27 August 2019 John B. Cook NaCl body mass = 114x11.5/0.394 = 3330 mg/litre 
At 70% body water content and 70kg body mass, this equals 49kg of water = 49 


litres water, so the total NaCl is 3330 x 70 = 233100 mg = 233 grams NaCl (total salt 
content). 


Repeating this calculation with the ideal 140 mEq/litre sodium level in place of the 
measured 114 mEq/litre, gives (140/114)x233 = 286 grams NaCl as required 
amount. 





Thus, the difference of 286-233 = 53 grams of NaCl is John Cook’s NaCl deficiency, 
causing hospitalisation on 27 August 2019. This 53g deficiency is beyond a mere 
sprinkle of salt on a meal, and must be addressed gradually by balancing intake with 
loss. The needed extra salt daily to prevent a deficiency is the 53 g deficienty divided 
into duration of sodium in his body. 


Duration of water and associated highly-water-soluble sodium is approximately given 
by the fact that the 49kg entire body water content is being excreted at the rate of 
about 2 litres (2 kg water) a day, i.e. a time period equal to (49kg)/(2kg/day) = 24.5 
days. So the required NaCl extra intake per day he needs is = 53q/24.5days = 2.2 


grams extra NaCl per day. 


We are therefore trying to ensure that in addition to John’s normal salt on meals, he 


takes an additional 0.5 gram of NaCl dissolved in every 0.5 litre glass of water (thus 
approx 2g per day of extra salt intake), to ensure that the high water flushing needed 
to prevent growing kidney stone infections doesn’t cause acute hyponatraemia 
again. 


We are also home-monitoring John’s blood pressure (currently 125/80), to ensure 
that this extra approx 2g/day sodium chloride intake does not cause blood pressure 
problems. At present, it isn’t. Urinary consultant Mr Maan stated in December that he 
cannot operate to remove the kidney stones during the covid-19 crisis, so John still 
needs regular prophylaxis trimethoprim antibiotics (nitrofuratoin has failed to prevent 
urinary infections 3 times), and plenty of water flushing to prevent kidney infections. 


Apixaban was causing a severe skin allergic reaction/bleeds was finally replaced 
with the alternative anti-platelet clotting drug Clopidogrel which has totally stopped 
John’s skin allergy and profuse skin bleeding, but then the GP insisted to John he 
take Apixaban again (as well as Clopidogrel), and his skin and urinary bleeding and 
anaemia problem resumed. This explains is why | am still so concerned over these 
"very technical nuts and bolts"! We have been reassured time and again that all will 
be well, and yet the medication problems have caused severe dizziness in John. (I 
was also prescribed medication but | control my high blood pressure using bananas, 
high in potassium, plus a blood pressure monitor to determine the correct banana 
dose by trial and error! So some of these observations might possibly be of more 
widespread interest than just to one patient, John.) 


Kind regards, 
Ann 


This e-mail and any files transmitted with it are confidential. If you are not the intended recipient, 
any reading, printing, storage, disclosure, copying or any other action taken in respect of this e-mail 
is prohibited and may be unlawful. If you are not the intended recipient, please notify the sender 
immediately by using the reply function and then permanently delete what you have received. 
Content of emails received by this Trust will be subject to disclosure under the Freedom of 


Information Act 2000, subject to the specified exemptions, including the The General Data 
Protection Regulation (EU) 2016/679 and Caldicott Guardian principles. East Suffolk and North Essex 
NHS Foundation Trust, Turner Road, Essex, CO4 SJL 
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